Nonspecific neck pain is the most common cause of neck symptoms and usually presents psychosocial aspects that make treatment difficult.
Introduction
Neck pain may be the manifestation of several pathological disorders, including alterations due to musculoskeletal and rheumatic problems, or associated structures such as the thyroid, larynx, thorax and diaphragm [1] . Nonspecific types are the majority in which the anatomopathological etiology of the symptoms does not lead to a decisive diagnosis [2, 3] . This type of neck pain usually presents psychosocial aspects that cause a difficulty to the treatment, altering the functional capacity of the individuals. The attention to these aspects brings more expressive results when applied treatments such as those proposed by Physiotherapy through kinesiotherapy and manual therapy, improving the quality of life (QoL) related to the health of patients who are normally compromised, preventing them from participating of its activities [4, 5] . Among the main factors in this type of neck pain are the emotional ones, such as anxiety and depression [6, 7] . These factors are linked to feelings of fear and sadness [8] . One of the possible ways to contribute or to generate the onset of depression is kinesiophobia, which is described as an irrational and exacerbated fear of the movement as a consequence of previous experience or for fear of recurrence of the injury and is linked to the presence of catastrophism. This is a set of negative thoughts that increase the pain sensation, through a previous experience of pain that anticipates this sensation [9] [10] [11] . QoL in these patients may also be affected, as chronic pain and the presence of psychometric factors influence its reduction [12] . In the foregoing, the present study intends to evidence the presence of these factors and to understand the influence they exert on individuals with chronic nonspecific neck pain.
Materials and Methods
not the normal distribution of values. The magnitude of the correlation for the Pearson or Spearman correlation coefficient was established according to the classification proposed by Ajzen [19] ≤ 0.20 very low; 0.21-0.40 low; 0.41-0.60 moderate; 0.61-0.80 high and 0.81-1.0 very high. The level of significance was p ≤ 0.05 [19] .
Results
The study was carried out with 18 participants, one of the volunteers being excluded because there was no neck pain represented in the WBPQ body scheme, constituting 17 individuals, of which 13 were students of the physiotherapy course of UNIFESO (76%) and 4 physiotherapists (24%). Of these, 82% (n=14) were single and female and 18% (n=3) married, male, all with mean age of 25.6 years and standard deviation (SD) of ± 7.5 years, with a time of neck pain of 3.4 ± 2.9 years. The WBPQ result (Table 1 ) demonstrated that the participants (n=17) in filling the figure of the human body to locate the pain reported that they felt pain in the cervical region. They also identified pain in other places, such as: lumbar spine (n=8), thoracic spine (n=4), head (n=7) and elsewhere (n=13). In relation to the most uncomfortable region, 88% (n=15) said to be in the cervical and 12% (n=2) in other places, comprised by lumbar and thoracic spine. Regarding the type of pain felt, 59% of the individuals (n=10) reported being of the deep type and 41% (n=7) being of the superficial type. Regarding the treatment performed by the participant to improve their pain, 59% of the participants reported having to do a combination therapy, that is, medication and physical therapy, 18% (n=3) said only physical therapy, 12% oral and 12% no treatment. The HADS score shows that 65% (n=11) had cut-off scores for anxiety and 6% (n=1) for depression. The value of the cut score presented a mean of 9.8 ± 3.2 and a median of 10 points for anxiety and for depression 3.7 ± 2.8 with a median of 3 points. The TSK score presented a mean of 34.6 ± 5.11 and a median of 34 points, with 35% (n=6) of Mental health 56.9 ± 11.3 60 
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Discussion
When analyzing the correlation of QoL with pain intensity, there were negative values of moderate and high magnitude, being statistically significant between pain domains, general health status (p <0.001) and social aspects (p <0.01). This demonstrates that the greater the pain intensity the lower the QoL. This was also observed in the study by Bacchi et al. [20] who found lower QoL in physical therapy students with chronic low back pain, and the study by Lorena et al. [21] in individuals with fibromyalgia [20, 21] . QoL is also affected when pain causes interference in the individual's life, such as mood, social relations, gait, sleep, work and pleasure of life observed with WBPQ [13] , which are directly related [22, 23] and already evidenced in studies with QoL [12, 24] . QoL is also diminished in the presence of anxiety and catastrophism by HADS, being common in the domains of functional capacity and social aspects of SF-36. Anxiety is also able to influence the pain domain, and although a significant score with catastrophism was not observed (p=0.07), it shows a correlation of moderate magnitude (r=-0.45).
Anxiety is described as a negative emotion of fear [25] that would be able to provoke impediments of certain activities and thus contribute to the functional incapacity and worsening of the pain [26] being able to decrease the QoL [27] [28] [29] [30] .
When comparing catastrophism by PRCTS and QoL by SF-36, a negative correlation with functional capacity and social aspects is observed, evidencing a possible decrease in physical activity by the individuals. Such a claim has already been described in the study by Geelen et al 31 who observed that the presence of catastrophism leads to a decline in physical activity but that, when compared with the intensity of pain, no such correlation was seen [31] .
This is contrary to the results of the present study, where the intensity of pain (r=-0.51 and p=0.03) and its interference (r=-0.70 and p=0.002) when compared to catastrophism, statistically significant and with moderate correlation and high magnitude, respectively, evidencing its connection in the control and physical adaptation in the presence of chronic pain [32] . Lazaridou et al. [33] reported in their study that higher levels of catastrophism are capable of generating greater pain intensity, interference in physical activity and adverse reaction to medication when compared with participants who obtained lower catastrophic scores [33] .
Physical inactivity has a negative impact on well-being, physical and mental health, as it decreases cardiac output, systolic volume, red blood cell production, androgen serum levels, spermatogenesis, sympathetic nervous system activity, body temperature and heart rhythms, leaving people more vulnerable to disease [34] . It is also linked to kinesiophobia, since it is described as an irrational fear of movement as a consequence of a previous pain experience, kinesiophobic have less physical activity due to fear of movement [9, 10] . Although the correlation with the HADS anxiety in the study did not score statistically significant with kinesiophobia by the TSK (p <0.06), these could be related (r=0.46) due to the irrational fear that it exerts towards a (limb), fear (amygdala) and memory of this feeling (hypothalamus) [8, 35] . This idea may also be based on literature findings, which observe that the higher the anxiety and major depression is the presence of kinesiophobia [10, 30, 36] , although the correlation with depression by HADS in the present study was very low ( r=-0.08 and p=0.76). Surg 2019; 1 (1) : 004-015 DOI: 10.26502/fjsrs002
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One of the reasons that lead us to believe that the correlation is very low and negative with depression was the study population, since it was composed by academics and physiotherapists, and only 6 had kinesiophobic indexes. This may indicate that the population is aware of the approach to coping with kinesiophobia, which is knowledge about pain, providing a decrease in the fears that this imposes on it [37] . Another finding that can be defended through such an affirmation is the correlation between kinesiophobia by TSK and the domains of general health status Although the evidence showed a correlation between kinesiophobia and pain, it was not present when correlated with pain intensity (r=0.08 and p=0.76) and its interference (r=0.23 and p=0.37) of the QBDW. This result has already been described in the literature [30, 38, 39] .
In relation to catastrophism by PRCTS, the results were favorable with kinesiophobia by TSK (r=0.43 and p=0.09), but did not present a statistically significant difference. When compared with recent studies, this data is poorly explored, since many of them only show the influence of kinesiophobia and catastrophism on pain, not comparing them to each other [40] [41] [42] .
The intensity of pain was extremely significant when correlated with pain interference (r=0.78 and p <0.003), which are the factors addressed by WBPQ. Unfortunately, no studies were found in the literature that correlated the pain intensity and interference scores, but it was seen in a very similar questionnaire (Brief Pain Inventory) that the intensity when it is elevated increases the pain interference scores [43] [44] [45] . The interference of pain is also related to the presence of anxiety and catastrophism, and the greater the presence of these, the greater the interference of pain in the individual's daily life. This is because anxiety is able to interfere in the daily life of the individual, generating tension and fear in certain situations [46] .
Although the correlation between depression with HADS with the other psychometric factors and the SF-36 domains was not statistically significant, the correlation coefficient was negative in all domains of the QoL questionnaire and positive with the other factors. This means that the greater the presence of depression, the more it favors the onset of catastrophism, kinesiophobia, anxiety, pain intensity, pain interference, and the lower the QoL [30, 38, 47] . Perhaps the presence of depression was not statistically relevant when correlated with QoL, because only a single person was able to achieve the depression cut-off point in the HADS.
Although the present study does not make clear the order of events (whether there is or is no presence of anxiety and depression before pain, or if these occur before or after the presence of kinesiophobia and catastrophism), one can assume that Vlayen's model et al. [10] , a new way to understand the factors that interfere in the intensity of pain, interference of pain and QoL in these patients with chronic nonspecific neck pain. Taking into account the results and the discussion of the findings, there is first a painful event that added to the presence of anxiety, depression, catastrophism and kinesiophobia are able to intensify pain and interfere in the individual's life [10, 30, 36, 43, 44, 48 ]. In addition, catastrophism and kinesiophobia are also capable of increasing the intensity and interference of pain [23, [49] [50] [51] , although such correlation with kinesiophobia was not seen in the present study. It is not clear whether the onset of catastrophism occurs before kinesiophobia, or the contrary, but it is evident that an influence on the appearance of the other and that both are due to the presence of cognitive problems [31, 44] .
Conclusion
The main objective of the present study was to evaluate the presence of anxiety, depression, kinesiophobia, catastrophism, pain intensity and pain interference in order to highlight their respective influences on the quality of life of patients with chronic nonspecific neck pain. Through the results of this study, it was observed that the psychometric factors are related to the presence of pain, besides contributing to its worsening. Another point to be emphasized is that individuals who have chronic nonspecific neck pain and present some of these factors, have less quality of life, besides having more interference of the pain in their lives. As the study population was delimited with patients with chronic nonspecific neck pain, it is not known to us whether the same result is repeated in other diseases. For this, a greater investigation is necessary on the subject, evidencing through new studies the possibility of these being present or not in the various types of chronic pains.
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